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FEATURED GRAND ROUNDS B A Figure 1A . Right facial cleft originating medial to the right labial commissure extending upward and laterally, ending at the lateral third of lower eye lid and a mild Tessier 5 cleft on the left beginning medial to the labial commisure going superiorly and laterally as furrow ending midway on the cheek at the level of the ala (arrows). Note ectropion and downward displacement of the lateral canthus on the right compared with the left side; B. Palatal component of right maxillary cleft (dotted circle) with left facial cleft beginning medial to the lateral commissure (dashed circle). Photos published in full, with permission. Factors that may contribute include interplay of the environment, like exposure to radiation or infection, intake of teratogens, vitamin or folate deficiency and metabolic or hematologic disorders. 1, 7 Some postulate that it is developmental and might be due to primary stop of development, 1,5 neurovascular insufficiency [1] [2] [3] 5 and amniotic bands. 2, 3, 5, 6 Cannistra and others concluded that these defects can occur late in development when they observed that agenesis of the maxillary nerve in a 24-week-old fetus resulted in Tessier No. 5 Cleft.
2
Another theory states that facial clefts are due to genetic aberrances and that they are usually associated with congenital syndromes. 1, 2, 6, 7 A study by Gfrerer et al. 6 demonstrated that facial clefts can be traced to disruption in the human genome specifically to SPECC1L which encodes a cytoskeletal protein and its deficiency leads to failure of cell adhesion and migration. It is hypothesized that this genetic sequence is required for normal chondrocyte assemblage and molecular signaling processes leading to the fusion of frontonasal and maxillary processes and convergence of mandibular prominences. 6 The many theories proposed with regard to the origin of orofacial clefting attests that this condition has no single cause; Tessier 5 cleft may be due to genetic disorder, neurovascular agenesis or amniotic bands.
We are not aware of any existing surgical protocol for repairing
Tessier 5 Clefts. Nevertheless, the objectives of surgery for this type of orofacial cleft are to reconstruct the lower eyelid and reposition the lateral canthus, repair the labiomaxillary cleft, and "reconstruct the orbital floor, the malar bone, and the body of the maxilla with bone grafts. " 5, 8 Most patients also need serial surgical reconstruction to correct significant scarring and persistent facial deformity due to lack of development of the facial structures. 1, 5, 8, 9 Commonly used surgical procedures include z-plasty, transposition or advancement flaps, canthopexy, commissureplasty and bone grafting. recommended to achieve the best aesthetic outcome for this kind of congenital deformity.
